An 85-year old man with a history of transcatheter aortic valve implantation (TAVI) for severe symptomatic aortic stenosis was readmitted with cerebral stroke accompanied by fever. An infected prosthetic valve was revealed by echocardiography (Supplementary Video 1) and retrieved successfully with a surgical approach ( were detected. On the presumption of endocarditis, empiric antibiotic treatment was immediately initiated. Streptococcus angiosus was identified by consecutively taking blood cultures. Because of poor medical conditions, we initially tried to treat the patient medically. However, the patient underwent another event of cerebral stroke 2 weeks postantibiotic therapy. Therefore, we decided to retrieve the infected prosthetic valve through a surgical approach. Intraoperative exploration revealed the infected prosthetic valve to have incomplete pseudoendothelialization (B). To extract the prosthesis efficiently without damage to the surrounding structures, it was necessary to crumple and twist the stent. After explantation of the infected prosthetic valve (C) with radical debridement of the infected annulus, a biological aortic valve replacement was performed along with annula reconstruction with bovine pericardium (B, inlet circle). The patient was discharged with a minor neurological sequelae after 4 weeks of intravenous antibiotic therapy. This case reminds us that surgical aortic valve replacement can still be indicated in high-risk patients with post-TAVI-infective endocarditis.
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